Attention has recently been drawn to disease in adults attributed to cytomegalovirus infection. Adults shown to have rising titres of antibody to cytomegalovirus have presented as cases of seronegative infectious mononucleosis (Klemola and Kiiriiinen, 1965 ; Anderson and Stern, 1966; Klemola et al., 1967a) , hepatitis with jaundice (Lamb and Stern, 1966 ; Toghill et al., 1967) , or polyneuritis or pericarditis (Ironside and Tobin, 1967; Klemola et al., 1967b; Rasiinen and Saikku, 1967) .
The following report is of an adult patient who presented with anicteric hepatitis with a relative lymphocytosis but absence of atypical mononuclear cells and in whom a high rise of titre to cytomegalovirus was demonstrated.
CASE REPORT
The patient, a 21-year-old man, was admitted to hospital on 7 February 1968. His illness began on 26 December 1967 with fever, nausea, vomiting, and abdominal pain; it improved after three days, when he returned to work. Two weeks later he was again ill and off work for two days with mild fever, myalgia, and unproductive cough. He returned to work, but subsequently complained of increasing lethargy, intermittent headache, excessive sweating, and dark urine. His appetite was normal, but he had lost 6 lb. (2.7 kg.) in six weeks.
Examination revealed a thin young man with an intermittent fever ranging between 370 C. and 39°C. and with moderate generalized sweating. There was no significant lymphadenopathy or rash and he was anicteric. His liver was felt one fingerbreadth beneath the costal margin and was tender, but his spleen was not enlarged. There were no other abnormal physical findings.
Investigations. After two weeks' bed rest as treatment he felt much improved, his fever and sweating had settled, and his liver was no longer palpable. His E.S.R., which was 11 mm./l hour on admission, rose to 69 after 10 days but returned to 11 one month after admission. When discharged home on 9 March his blood showed: Hb 13.6 g./100 ml., white blood cells 10,300/cu. mm. (polymorphs 53%, lymphocytes 42%, eosinophils 2%, monocytes 3%). His liverfunction tests had returned to normal except for a serum alanine aminotransferase of 45 units.
COMMENT
The patient was admitted to hospital as a suspected case of infectious hepatitis because of the history of nausea, vomiting, headache, abdominal pain, and dark urine, and the clinical finding of an enlarged and tender liver. However, the prolonged fever made the diagnosis unlikely. The diagnosis of infectious mononucleosis was also entertained, but again the prolonged fever, the absence of exudative pharyngitis, the absence of atypical mononuclear cells in the blood, and the negative Denco-IM test made it unlikely. Acquired toxoplasmosis may also cause prolonged mild fever with hepatitis, but there is usually lymphadenopathy. The toxoplasma dye test was normal in this patient.
The accepted clinical picture of cytomegalovirus mononucleosis in adults is one of prolonged fever with the presence of atypical mononuclear cells in the blood and the absence of exudative pharyngitis and lymphadenopathy. Liver-function tests have been abnormal in all cases of acquired cytomegalovirus disease so far described.
In the present case atypical mononuclear cells were not seen on three occasions, and it is interesting to note that cytomegalovirus infection has been described in children with pronounced lymphocytosis but without atypical mononuclear cells in the blood (Hanshaw, 1966) . This 21-year-old patient is younger than the majority of cases of adult cytomegalovirus so far described. In a recent study (Stern, 1968) most adult patients were found to be over 30 years of age.
In the above case the presence of a very high antibody titre to cytomegalovirus, together with a rise and fall of antibody levels and the isolation of the virus from the urine, indicated the presence of cytomegalovirus disease.
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